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Experiences of international migrants in host countries are very diverse. However, many 
migrants face cumulative challenges to their health and wellbeing which can be best 
supported by health initiatives aiming to a) address needs derived from socio-political 
context where they live and b) increase meaningful connection with community. This paper 
discussed the value and challenges of using one such health initiative to support the needs 
of vulnerable migration populations: ‘Social Prescribing’. Data was collected from two 
roundtables with forty participants from organisations working with migrants in the UK 
and those with lived experience of migration and analysed using thematic analysis. Several 
challenges to accessing health support were identified including issues around 
acceptability, appropriateness, and quality of care. Participants emphasised the 
importance of holistic and culturally appropriate approaches which address health needs 
while recognising legal, economic and other challenges migrants face. To successfully 
implement initiatives such as Social Prescribing, there needs to be flexibility, shared 
understanding between service users and providers, community buy-in, attention to 
safeguarding and direct involvement of migrants in their development and implementation.  
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A migrant is defined as any person outside of their state of origin/nationality. There are an 
estimated 272 million international migrants around the world (3.5% of the world’s population), 
and numbers continue to grow (United Nations [UN], 2020). Migrants are seen as 
homogeneous, although motivations and migration experiences can be very varied. For 
example, a considerable proportion (79.5 million, or nearly 1% of the world’s population) are 
forcibly displaced people, including over 26 million refugees, and 4.2 million asylum seekers 
(UNHCR, 2020a). A refugee is defined as a person who has fled their home country due to fear 
of persecution and serious human rights violation, and whose government is either unwilling 
or unable to protect them, leading to them applying to be granted refugee status or international 
protection in a different country (Goodwin-Gill & McAdam, 2007). Some migrants are asylum 
seekers: these individuals have made a formal application to be recognised as refugees but have 
not yet been granted that status (Amnesty International, 2020). Other groups of migrants 
include those who have been forcibly trafficked for sexual or labour exploitations (International 
Labour Organization [ILO], 2016), and those who work under temporary and exploitative 
conditions (Adams & Prassl, 2018). Although a high proportion of international migrants are 
documented, many remain undocumented, meaning that they do not have valid documents to 
reside in the host country (Cuadra, 2012), although some would quality for refugee status, while 
others have had their application for asylum refused. In addition, many temporary migrants are 
 





often employed for seasonal work which is substantially reduced in winter months (Culp & 
Umbarger, 2004).  
Immigration is also an important subject in the UK: data from December 2019 show that 
14% of the population (9.5 million) were born outside the country (UNHCR, 2020b). The 
number of undocumented migrants in the UK is estimated to be between 800,000 and 1.2 
million (Connor & Passel, 2019), a significant proportion of whom are still waiting for their 
asylum cases to be decided.  
 
 
2. Positive experiences of migrants 
 
Many migrants have very positive experiences while living in their host country, especially 
those who can live with family members, access education, develop careers, and participate in 
community, political, religious, cultural, and social life. Migrants can bring many positive and 
lasting contributions to host countries. Examples include benefiting the local labour market 
(e.g., filling important job positions in fast growing and declining sectors of the economy), 
making higher contributions to taxes and social life than they receive in benefits/welfare 
support, and contributing to economic growth through providing their skills and boosting 
working-age populations (Organisation for Economic Co-operation and 
Development  [OCDE], 2014). Migrants also benefit host country health services: international 
migrants are less likely to use health services than local populations (Steventon & Bardsley, 
2011), yet they contribute substantially to the healthcare workforce. For example, 20% of all 
healthcare workers in the UK, including 30% of doctors (when locums are included), and 31% 
of agency cover staff for nursing; Kings Fund, 2021 are migrants.  
 
 
3. Negative experiences of migrants 
 
Despite these many positive experiences and contributions, migrants can face multiple life 
changes, such as loss of family support/networks in their country of origin, as well as the stress 
of having to adapt to the host country, which in many cases will involve a new culture, way of 
living, language, and climate. There is variation across the different categories of migrant in 
terms of the extent to which individuals can adapt and overcome such challenges. For example, 
those with higher skills, better networks in the host country, and those who chose to migrate 
(rather than being forced to) tend to adapt better (Bhugra, 2004). The fact that successful 
adaptation is common amongst migrants is testament to their resilience and emotional strength. 
However, it is also the case that migrants’ feelings of resilience and positivity can decline, as 
research investigating the ‘migrants’ health paradox’ indicates. For example, while migrant 
populations often report better health outcomes than local populations, this difference tends to 
narrow over time (Luthra et al., 2020).  
The socio-economic status is also an important predictor of health outcomes and 
engagements with health services (Sundquist, 2001). Thus, structural inequalities deriving 
from poverty, racism and discrimination can affect differently the diverse groups of migrants, 
which requires different community and healthcare strategies to address the diverse needs 
(Bhopal, 1997; Pemberton et al., 2019). It is therefore important to consider what may cause 
health-related problems and vulnerabilities in migrants and how can the challenges be 
overcome. The present paper explores one such issue: the systematic social barriers that can 
prevent migrants from obtaining high-quality healthcare and being satisfied with the care they 






3.1. Systematic barriers faced by migrants 
 
The systematic barriers faced by migrants in their host countries, as well as the potential 
health-related impacts of these barriers, can be numerous. For instance, as migrants arrive and 
settle in the host country, they need to gain new employment, education, and accommodation, 
and learn to comply with new legal and health systems. However, they are often met with 
hostility (McGinnity & Gijsberts, 2016), and are frequently portrayed as a threat to the native 
populations’ heterogeneity, security, and economic stability; a trend which is increases with 
nationalist movements (Larsen, Krumov, Van Le, Ommundsen & Van der Veer, 2009). 
Conflict and distress experienced when adapting to a new language/culture, as well as stigma 
and racism can lead to confusion, alienation, loneliness (Bhugra & Avonrinde, 2004; Kellezi, 
Bowe, Wakefield, McNamara & Bosworth, 2019a) and poor wellbeing (Herbert, 2016). Such 
challenges can be particularly pronounced for those who have experienced forced migration, 
which itself is often motivated by war, violence, and persecution (Herbert, 2016). These issues, 
combined with the upheaval to a new country and loss of group-level connection and resources 
(e.g., family, community) (Smit & Rugunan, 2015) can lead to socio-economic disadvantage 
(Jennissen, 2004), health inequalities (Malmusi et al., 2010), and identity disruption and threat 
(Timotijevic & Breakwell, 2000).  
While the perceived socio-economic threat of migration to the host population is well 
documented (McLaren, 2003), migrants’ experiences of threat following acts of discrimination 
and hostility directed towards them, as well as implications of this hostility for their health and 
wellbeing, are poorly understood. For example, immigration detention can lead migrants to 
disengage from formal help-seeking and health services (Kellezi & Bosworth, 2017). The same 
research also shows that one way to overcome this distress and isolation is through building 
shared connections with those who are going through the same experience (i.e. fellow 
detainees), as predicted by Social Cure research (Kellezi et al., 2019a). 
Thus, migrants undertake active and strategic efforts to cope with long-term uncertainty and 
distress, and to build social connections in challenging conditions (Kellezi et al., 2019a). There 
is evidence that migrants’ mental health is enhanced when they are able to psychologically 
adjust to their new environment over a period of months or years, and especially when they are 
able to build strong group connections within their new country (Dolberg et al., 2016). Such 
findings support the idea that health should not just be understood as simply ‘absence of 
disease’. Health is vital for achieving human wellbeing, is interconnected with other human 
rights (Mann, 1996), and it involves addressing social needs such as sense of belonging and 
connection. Once health is defined in these terms, the potential benefits that holistically-
focused initiatives such as Social Prescribing (SP) could provide to the migrant population start 
to become clear. 
 
 
4. Social Prescribing 
 
Social Prescribing (SP) is a non-clinical model of health service delivery. It aims to address 
the social, emotional, and practical needs of service users, which cannot be meet by existing 
health services (Kellezi et a., 2019b), through linking vulnerable and at-risk individuals to local 
community support (Kimberlee, 2016). It focusses on service users whose clinical treatment 
for diagnosed chronic psychological and physical illness (e.g., depression, anxiety, type 2 
diabetes, etc.) can be complemented by engaging in treatment of a social and/or community 
nature which aim to address the challenges deriving from social-political stressors such as 
loneliness and discrimination, or that can be overcome through social connections, support and 





The central premise of SP is that individuals’ wellbeing would improve if we could tackle 
the key social predictors of ill-health, such as loneliness, alienation and isolation, which at 
present remain outside of regular healthcare provision (Hawkley & Cacioppo, 2010). This need 
to address social issues is reflected in SP initiatives in several countries. For example, NHS 
England has commitment to investment and roll out of SP across England (NHS England, 
2019).  
SP has a strong social element: it involves health professionals (e.g. Link Workers) 
encouraging service users to join social activities and groups situated in the voluntary and 
community sector (Kimberlee et al., 2016). Link Workers (LWs) are involved in both 
identifying community groups that suit those participating in SP and supporting them in joining 
and attending these groups (NHS England, 2019). The better the LWs’ knowledge of the 
networks within their community, the more they are able to match individual needs to 
community provisions (NHS England, 2019, South et al., 2008). The community support is 
delivered through a number of different voluntary and community-based organisations, but 
common examples include social or lunch clubs, befriending groups, walking groups, 
gardening groups, and arts, cultural and crafts groups. In this way, SP bridges the gap between 
primary healthcare and the community sector, providing service users and vulnerable 
community members with opportunities for greater social integration and more personal 
support that is tailored to their individual needs (South et al., 2008). However, it should be 
noted that SP initiatives in general do not aim to draw on community resources to address wider 
issues of social injustice or discrimination. 
There is growing evidence that SP can provide service users with numerous health- and 
wellbeing-related benefits, such as improved quality of life and increased satisfaction with their 
healthcare (e.g., Bertotti & Frostick, 2017), as well as reductions in loneliness (e.g., Mann et 
al., 2017) and anxiety (e.g., Palmer et al., 2017). SP has also been linked with other 
psychologically beneficial outcomes via the voluntary opportunities it offers. This is because 
SP programmes often not only involve connecting individuals with community groups, but also 
encouraging them to eventually volunteer for those community groups (Kings Fund, 2017), 
This is beneficial as volunteering is known to improve community belonging, sense of 
community support, and health and wellbeing (Bowe et al., 2020; Thoits & Hewitt, 2001; Van 
Willigen, 2000), as well as helping to increase the sustainability of community groups (Lee, 
2017).  
Initial evidence of volunteer-led SP models has shown approaches that empower community 
members to volunteer have health benefits for both the volunteer and the community (Halder, 
et al., 2018). These findings have led to some authorities creating ‘Volunteering by Prescription’ 
programmes. These are particularly useful for vulnerable populations who may experience 
health inequalities. For example, volunteering has been shown to improve outcomes for 
disadvantaged and hard to reach populations (including migrant communities and refugees) in 
terms of enhancing confidence, self-esteem, wellbeing,  employment opportunities (Bashir et 
al., 2013), and community belonging (Carlton, 2015). 
Recent research (Kellezi et al., 2019b; Wakefield, et al., 2020) has applied a specific 
theoretical framework in order to evaluate SP initiatives: The Social Cure approach (Stevenson 
et al., 2019). The Social Cure approach posits that people’s social group memberships (e.g., 
their family, friends, community, fellow refugees, etc.) have the potential to enhance their 
health and wellbeing, but only if they feel a sense of belonging to (or identification with) the 
group in question (Haslam et al., 2018). Group identification is then argued to predict enhanced 
health and wellbeing via numerous psychological processes, such as reducing group members’ 
feelings of loneliness, and encouraging them to believe that they will receive support from their 
fellow group members during times of stress (Haslam et al., 2018). Since SP interventions 





theoretical perspective from which to understand and evaluate SP (Kellezi et al., 2019b; 
Wakefield, et al., 2020).  
Research has evidenced the applicability of the Social Cure approach to understanding the 
pathways through which SP exerts its benefits, as well as the general health-related benefits 
offered by increasing community belonging through building service users’ membership with 
community groups. For instance, research has shown that the increase in number of group 
memberships service users experienced during their engagement with an SP programme 
predicted reductions in primary healthcare use, and that this relationship occurred via increases 
in participants’ feelings of community belonging and reductions in loneliness (Kellezi et al., 
2019b). This increase in group memberships also predicted improvements in participants’ 
health-related quality of life, and this relationship was explained by increased feelings of 
community belonging and social support, and reductions in feelings of loneliness (Wakefield, 
et al., 2020). These studies thus do not simply highlight the SP intervention’s efficacy (i.e., by 
reducing primary care use and increasing health-related quality of life): they also shed light on 
the centrality of the social context in which the these benefits occur.  
While evidence for how SP works to benefit service users health is growing, it has also 
become clear that care should be taken before applying SP to groups such as vulnerable 
migrants. Such groups can face unique challenges in accessing and engaging with current 
health services, which must be considered by SP providers. For example, undocumented 
migrants fear that accessing health services could have implications for their legal status (by 
making the authorities aware of their presence and/or by impacting negatively on their 
immigration status; Kellezi, Wakefield, Bowe, Stevenson & McNamara, 2021). Moreover, 
migrants’ experiences of loneliness and distress, which SP addresses, are often defined by 
multiple losses, transitions, and stressors, and any migrant-focused SP initiative would have to 
address these complexities.  
These challenges notwithstanding, SP initiatives have the potential to address important 
issues faced by migrants, such as allowing them to harness support at the social/community 
level in order to psychological symptoms caused by social factors (such as loneliness and 
alienation) (Summerfield, 2008). Thus, while there are challenges involved in delivering SP to 
migrant populations, there are also clear potential benefits, and the present paper explores both. 
The research focuses specifically on a) the challenges faced by migrants when attempting to 
access SP and related healthcare services, and b) when access has occurred, the potential 







A co-production design was used to identify barriers and facilitators of health service access 
and satisfaction among migrants, and recommendations for using SP with migrant populations. 
A common criticism of healthcare intervention design and delivery is that these processes often 
fail to consider the opinions and lived experiences of the populations for whom the 
interventions are created, as well as the populations who deliver the interventions: an issue 
addressed in this instance by the use of co-production (Heron & Reason, 2006). As the name 
suggests, co-production involves asking all key stakeholders (providers of services, referrers, 
collaborating organisations, and commissioners of services), including members of the relevant 
group (i.e., migrants and those involved with migrant issues) to input into the intervention 
creation process.  The importance of consulting people with relevant lived experience when 





when evaluating services, is increasingly acknowledged in healthcare service delivery and 
research (National Institute for Health and Care Excellence [NICE], 2011; Rycroft-Malone et 
al., 2016). An additional value of co-production is the ability to hear opinions from stakeholders 
who provide a range of services, as this also enables issues of interservice communication and 
cooperation to be explored. Despite its advantages, the use of co-production is currently under-
utilised, particularly in the field of mental health (New Economics Foundation, 2013).  
 
5.2. The coproduction event and its participants 
 
A free day-long event was held in December 2019 at Nottingham Trent University. The 
event was advertised widely to third sector and local authority organisations, as well as via 
contact networks of the event’s organisers, which included the Civic Exchange Partnership at 
Nottingham Trent University. Forty participants attended, including members of charity 
organisations working with vulnerable migrants (refugees, asylum seekers, trafficked people, 
etc.), migrants working in these organisation with a range of lived experiences (around 25% of 
the total sample, which included refugees, asylum seekers, migrants separated from their 
families, migrants who migrated as professionals, and first and second generation migrants), 
SP Link Workers, academics interested in migration and SP (from different local universities), 
and Local Authority representatives. Representatives of different organisations ranged from 
CEOs to volunteer co-ordinators, support and outreach workers, and health professionals. 
These participants were all engaged in relevant projects operating within the UK (either locally 
to the event venue, or from further afield).  As the attendees came from different types of 
services working with migrants, or were migrants themselves, their different opinions and 
suggestions were expected to help create a fuller picture of the challenges and opportunities 
involved in SP delivery within migrant populations.  
In the morning, a range of presentations regarding SP and current evidence were provided 
to the whole audience (see Table 1 for more details). These presentations focused on the 
evaluation of two UK-based SP interventions conducted by the research team (Kellezi et al., 
2019b; Wakefield, et al., 2020), research on the value of community volunteering on health 
and wellbeing (Bower et al., 2020), and research on the relationship between community 
belonging and loneliness (McNamara et al., 2021). In the afternoon, participants engaged in 
one of two simultaneous roundtable discussions. Local authority and charitable organisations 
who participated represented a range of foci, including refugee and asylum seekers, homeless 
people, community engagement issues, and the health needs of ethnic minorities. Detailed 
notes were taken by two research team members at each table, and the discussions were 
facilitated (with minimal input) by two other research team members. The main event organiser 
(the lead author) who also led one of the discussion groups is an international migrant herself, 
and the fourth author led the second group. Both facilitators were white women with extensive 
experience of working and researching access to services among vulnerable groups and 




Participants were invited to reflect on two topics during the roundtable discussions. The first 
topic related to the particular needs of the specific populations. Questions included: What are 
the main needs of migrant populations/migrant populations (including refugees, asylum 
seekers, undocumented migrants)? What needs are currently being met? Where are the biggest 
gaps in services? What are the reasons behind these gaps? The second topic related to 
when/how SP can be effective in addressing needs of these populations. Participants were 





What are the challenges or barriers? What are the potential benefits? How can SP be effective 
with these populations? When can SP be effective with these populations. 
 










Engaged in by 
SP Service Users 
Study Findings 

















Increase in number of group 
memberships service users 
experienced predicted reductions in 
primary healthcare use, and this 
relationship occurred via increases in 
participants’ feelings of community 
belonging and reductions in 
loneliness 
Wakefield 
















Increase in group memberships 
service users experienced predicted 
improvements in health-related 
quality of life, and this relationship 
was explained by increased feelings 
of community belonging and social 
support, and reductions in feelings of 
loneliness 
Bowe et al., 
2020 
N.A. Study involved 
recruiting 
volunteers  
N.A. Number of hours of volunteering 
positively predicted volunteer 
wellbeing via increased community 
identification and perceived social 
support 
McNamara 
et al., 2021 




N.A. Community identification predicted 
enhanced wellbeing via reduced 






Thematic analysis (Braun & Clarke, 2013) was used to identify common patterns and issues 
raised by the participants in the detailed notes taken during the two roundtable discussions. The 
analysis involved several steps. First, the first author became familiar with the data and coded 
the different sections of the data under specific categories (e.g., barriers to health access). The 
codes were used to identify the main patterns and issues discussed by the participants which 
would highlight common experiences identified by the participants, as well as the unique needs 
of specific groups or individuals. For example, the topic of  health professionals needing to 
manage their expectations regarding migrants’ engagement with SP was discussed by many 
participants, while the topic of  migrants’ potential misinterpretation of letters they receive 
from health professionals was only reported by one participant, but it nonetheless captured an 
important aspect of migrants’ healthcare experiences. Next, the codes were organised under 
different themes which were worded to address the objectives of the present study: the 
challenges and benefits of SP provision for migrants. The first author conducted the initial 





 The analysis revealed that while participants identified issues that were specific to migrants, 
they also identified issues that related to health services in general (i.e., non-migrant specific 
issues). The analysis focuses on migrant specific issues raised. It is also important to note that 
the analysis does not focus on the experiences of individuals, because we wished to highlight 
patterns of similarity across migrant/stakeholder experience, thereby allowing us to draw 
conclusions and make recommendations that are likely to benefit a significant number of 
people. As the discussions were not audio-recorded, the quotes provided in the next section are 
taken from written notes taken during the discussions.  All core issues identified in the two 
discussion groups are included in the following section, and a longer version of the analysis 
was distributed to all participants in the study who were invited to comment on the findings.  
 
Table 2. Summary of themes and subthemes 
Theme Subthemes  
A holistic approach to the health needs of migrant 
populations 
 
Health needs strongly linked to other rights, and these 
need to be addressed holistically. 
 
Accounting for temporary of status and crisis points 
which can impact continuation of service provided 
and their effectiveness.  
 
Importance of safeguarding in community provision 
of support.  
Barriers to health service access, satisfaction with 
healthcare and implications for SP 
 
Lack of awareness or confusion about health rights 
from services users, service providers and supporting 
organisations.  
 
Informational, physical and practical access issues.  
Unique Challenges for SP Delivery Perceived appropriateness of service offered. 
 
Barriers to effective SP provision. 
 
Compatibly between the groups and service users. 
Strategies to improve service access and migrant 
satisfaction with services 
 
Meaningful participation of service users in service 
design, access and delivery. 
 
Increasing shared understanding and expectations. 
Pathways to volunteering as an additional benefit 
of SP 
 
Meaningful participation in community groups. 
 
The value of volunteering for individuals and 
community.  
 
6. Results  
 
6.1. A holistic approach to the health needs of migrant populations 
 
Our participants argued that in the hierarchy of migrant needs, the ongoing process of 
applying for permission to remain in the host country for those who were undocumented or 
with temporary status tends to take precedence over all their other needs:  
 
Before thinking about health, they have other needs. Often the situation is so desperate 
that they are thinking of housing, of safety, their immigration case, or where to get food.  
 
The participants argued that if migrants are seeking asylum then it is their immigration status 





be accessed once the legal right to remain in the host country (temporarily or permanently) has 
been granted. Another important part of the context of migration is that many migrants face 
unexpected or sudden challenges:  
 
You need to be mindful of pressure points, crisis points. For example, even when the 
outcome is positive (refugee status granted), they might be required to change 
accommodation at short notice.   
 
Thus, SP providers need to acknowledge the need for an intervention which is flexible 
enough to address the unique crisis points in some migrants’ experiences. The exact nature of 
these crises will differ for different types of migrants: for instance, there will be different 
pressure points for asylum seekers (e.g., the complexity of applying for asylum, the stress of 
being made homeless, etc.) compared to victims of trafficking torture survivors (e.g., having 
one’s post-traumatic stress triggered by a news story, or experiencing a flare-up of physical 
health problems caused by abuse). Issues around safety and security might thus be more 
relevant for some groups than others. The challenge for health intervention providers, including 
people who deliver SP, is to understand how support can be provided, sustained, and re-
established for people who are going through unexpected changes or crisis.  
 
6.2. Barriers to health service access, satisfaction with healthcare and implications for SP 
 
For SP to be effective it needs to be fully accessible to migrants. There are several challenges 
faced by some groups of migrants in terms of being able to access healthcare that is non-
discriminatory, physically accessible, affordable, culturally acceptable/appropriate, and of high 
quality. 
In terms of accessibility issues, many new migrants (especially those who do not have a 
right to reside in the host country) are not aware of their health rights. Sometimes migrants 
have been erroneously told they must pay for services they are freely entitled to, or that they 
must show a certificate that exempts them from paying. Unsurprisingly, this makes some 
reluctant to access services. There is also confusion among health providers and community 
organisation around what services can be accessed and by whom, which can lead to reduced 
referrals, especially for those without resident status: 
 
In our organisation (refugee and asylum seeker support) we may not refer someone to 
their GP if we know that person needs specialised secondary services. There is no point 
in referring if they can’t get the specialist care.  
 
Migrant organisations reported instances of GP practices being unwilling to register 
migrants as service users, or ambulance services questioning migrants’ entitlement to receive 
NHS (National Health Service) healthcare. They also reported instances of GPs spending 
almost all of the 10-minute appointment trying to establish the migrant’s rights to healthcare 
access, which makes the experience frustrating and ineffective for both parties, and leaves 
migrants feeling that service providers are engaging in a ‘tick the right boxes exercise’ rather 
than providing high-quality healthcare. Some migrants have even highlighted their 
unwillingness to express their needs to health providers at all, as they fear they will not be 
‘believed,’ or will be accused of just ‘acting up’ to stay in the UK. 
There are also issues with information accessibility due to language and cultural barriers. 
Interpreters may be needed to attend medical appointments with the migrant, but such services 
are often unavailable, or difficult to access. Migrants sometimes bring family or friends to help 





Physical/practical accessibility can also be a concern, especially if health services cannot be 
accessed on foot, or parking charges are very high. Some migrants rely on limited financial 
support from the state while they have no right to work (e.g. asylum support is currently £35.37 
per week; UK Government, 2020), and others may only find poorly paid jobs with limited 
contracts. Zero-hours contracts could also be an impediment to health service uptake, as such 
workers have limited control over times they work and when they can visit health services 
which require advance booking:  
 
Some migrants have to work all hours to make ends meet so they cannot take time out 
during the day to attend appointments.  
 
There are also reports that sometimes migrant populations delay accessing clinical services, 
and often only access these at the latest/most serious stage of illnesses. In sum, the large 
obstacles that stand in the way of many migrants accessing general healthcare means that it 
will also be very difficult for them to access SP initiatives. This is because I) most service users 
join SP initiatives after a GP referral, and II) engagement with SP initiatives also involves 
attending scheduled events, such as community group meetings, and some migrant groups 
would face the same challenges in attending these events as they do in attending regular 
healthcare appointments.  
 
6.3. Unique challenges for SP delivery 
 
An additional challenge for migrant-focused SP initiatives involves the fact that, like other 
community members, migrants will often be motivated to attend a GP appointment if they 
expect to receive medication which will help their chronic ailment. This could create confusion 
and unhappiness if the GP suggests SP rather than medication (especially if a language barriers 
prevents the reasoning behind this decision from being properly discussed):  
 
When GP refers to a community group, the migrants might feel cheated and feel like they 
do not want to help them or don’t take them seriously.  
 
However, if the referral is arranged by a Link Worker, the migrant might benefit from the 
personalised approach, and have the opportunity to better understand the link between health 
needs and SP, which can lead to higher engagement.  
Given the problematic language barriers faced by many migrants (especially those who have 
recently arrived in their host country), migrant organisations suggested the need for more 
investment in (and opportunities for migrants to attend) ESOL (English for Speakers of Other 
Languages) classes, or for SP initiatives to include interpreting services. However, it should be 
noted that the use of interpreters can bring its own challenges: 
 
We had a case of an interpreter coming from the same community as the service user, 
and the service user was really worried about things being shared in their community.  
 
There are also potential issues regarding appropriateness, safeguarding, and the values of 
the community groups to which SP initiatives refer service users. There needs to be careful 
consideration of the extent to which these groups are able to meet the needs of vulnerable 
individuals such as victims of trafficking, gender violence, and torture: 
 
We have to be very careful because we have had clients who were victims of trafficking 





the group can deal with the risk and are regulated and have the skills to deal with the 
issues. (…) There needs to be a list of which organisations have the right regulations 
where you can refer.  
 
Some migrants (including those referred to SP) have complex needs that require serious risk 
control. While it is very difficult to ensure that community groups are regulated, it is important 
to acknowledge that some types of vulnerable migrants should only be referred to groups that 
have the required level of skills and structures in place to support those with complex needs. 
While this is a relevant issue for all potentially vulnerable SP service users, part of the specific 
considerations around migrant safeguarding relates to the high prevalence of trauma within 
certain migrant groups. This means that the Link Workers and community groups to which 
these migrants are referred to, must have adequate knowledge of how to address trauma 
disclosures with sensitivity and appropriate signposting. Where possible, a regulatory system 
should be established in order to provide trauma training to SP referral organisation/groups, as 
well as to  maintain a list of SP referral organisations/groups who have engaged in this training, 
so that health professionals can be confident in their referral choices.  
Another challenge faced by community groups who have gained migrant SP service-users 
via healthcare referral is the need to strike a careful balance between helping migrants to 
experience a sense of belonging to the group (which can bring many benefits, such as reduced 
loneliness and improved wellbeing)) whilst also ensuring that the migrants do not become 
overly-dependent on the group (especially in situations where the migrant may be forced to 
relocate at short notice):  
 
We have to be careful with our clients (homeless people) and make sure after a while they 
are able to look after themselves so that we do not encourage dependency.   
 
 In order to overcome potential dependency, the Link Workers can refer small groups of 
service users to other SP services when appropriate. However, the community groups often 
experience their own struggles due to lack of resources, which can severely limit how many 
SP service users they can take on: 
 
Care must be taken to not refer too many cases to groups that are already struggling with 
funding. We have not been asked if we can take these referrals or how SP should work.  
 
The community organisations raised serious concerns during the roundtable about the 
problems that could arise within their groups should there be a large influx of new users, as 
most groups rely on older users to provide support and manage the group’s running. To be 
successful, SP thus requires buy-in from all agencies, and careful discussions on time, 
resources, and responsibilities must take place.  
 
6.4. Strategies to improve service access and migrant satisfaction with services 
 
6.4.1. Increasing access  
 
Strategies to increase access include better introduction of SP to migrants, and better 
understand among those delivering SP of migrant rights. Thus, GPs and other frontline referrers 
need to be informed on how to best advise migrant communities and those visiting their 
practices about what SP is, what it can achieve, and why they are being referred onto an SP 
programme. In addition, gatekeepers of frontline services should also understand 





Access can also be increased, especially among those who are not registered with GPs, by 
Link Workers (LW) getting involved with community directly (e.g., by visiting faith centres, 
schools, libraries, etc.). Community groups themselves could also provide information about 
other local groups, including ones which might be particularly relevant to migrants (e.g., 
conversational English groups).   
 
Because some migrants are very hard to reach, every opportunity to advertise support 
services should be taken, like for example strategies aiming to "Make Every Contact 
Count (MECC)”. 
 
Service access and effectiveness could also be improved by increasing collaboration and 
communication between services. Organisations that work with migrants are well informed 
about (and very experienced in addressing) migrants’ holistic needs, and they can become an 
important source of information for migrants, as well as a source of connection between 
migrants and health services.  
As various discussants noted, it is also important to remove some of migrants’ barriers to 
SP access caused by caring responsibilities:  
 
When we have services users join our activities, we make sure that they have childcare 
support, otherwise they cannot attend.  
 
6.4.2. Making SP more meaningful for migrants 
 
The need for migrant co-production and representation was emphasised during the 
discussion. The discussants highlighted the need for migrants to be able to participate in the 
design and delivery of health interventions like SP. Moreover, they suggested that those with 
lived experiences of migration could be employed as Link Workers, and become 
champions/role models for SP. Many migrants were professionals in their home country and 
have expertise that could be put to good use through SP initiatives. Indeed, migrants’ 
professional identities are often stripped from them after migration, so re-engaging with such 
skills and identities could bring value to both the community and the individual.  
Participants also emphasised the importance of ensuring that services provide migrants with 
meaningful connection to others. Achieving this requires allocating enough time within SP 
programmes for building rapport and engaging in conversations that facilitate shared 
understanding. Additionally, migrants need to be made aware that some of the issues they face 
cannot be addressed during SP interventions (e.g., loss of family connections in their home 
country), but that SP still has the potential to facilitate significant improvements in their lives, 
such as wellbeing enhancement and loneliness reduction.  
It is also essential to take a personalised approach to the needs of vulnerable migrants. 
Although legal concerns might be a priority for these individuals, addressing their social needs 
is also important, as doing so can enable and empower them to better address their economic 
and practical needs in both the short and long term.  
 
6.5. Pathways to volunteering as an additional benefit of SP 
 
Encouraging SP service users to eventually volunteer with the community groups which 
they have joined during the initiative is an important aspect of SP (Halder et al., 2018). Not 
only does it help to ensure the sustainability of the groups in question, it also allows the service-
users to experience the numerous benefits of volunteering, such as wellbeing enhancement 





out, it is important that migrants are not forced into volunteering positions before they are ready. 
Moreover, training and safeguarding needs must be carefully considered. The issue of trauma 
is also important here: for some, despite being willing to engage in volunteering, previous 
traumatic experiences can mean that full participation is difficult or impossible. Finances may 
be another issue: the ability to work for free is a luxury many of those migrants in poorly paid 
jobs simply cannot afford. This issue can be partially remedied be ensuring that volunteering 
roles provide the opportunity for skill development, which could help to enhance migrants’ 
employment prospects:  
 
We make sure in our organisation that we not just offer menial volunteering roles but that 
we use the many skills migrants bring with them and help them gain experience and 
further develop their skills.  
 
 
7. Discussion  
 
The roundtable participants provided in-depth examples of many potential obstacles which 
may prevent migrants becoming involved in SP, as well as ways in which these obstacles might 
be overcome. One of the key observations was that some migrant groups have specific health 
and wellbeing needs, as well as specific obstacles which may prevent them from meeting these 
needs. Without addressing these needs and putting plans in place in order to minimise health-
related obstacles, SP interventions are unlikely to be effective at enhancing migrant wellbeing. 
For migrants who do agree to join SP, the nature of the intervention itself also has the potential 
to promote disengagement. SP is only likely to be effective in enhancing service users’ 
wellbeing if it addresses their main everyday concerns, and since issues such as immigration 
status are often of primary concern to migrants, SP initiatives which cater for migrants will 
only be of limited use if they fail to include consideration of such issues. Indeed, this 
observation raises wider concerns about the extent to which general healthcare provides 
appropriately contextualised support to diverse populations (Kirmayer, 2012), and similar 
concerns have been voiced about the provision of healthcare in Immigration Removal Centres 
(Kellezi et al., 2021). 
Our findings highlight a range of issues around service access. Referrals onto SP 
programmes tend to take place within GP surgeries, and there are numerous reasons why 
migrants may not access primary healthcare services, such as confusion about whether they are 
entitled to it, the responsibilities of work or childcare preventing them from keeping 
appointments, language issues, the belief that accessing healthcare can negative impact on their 
immigration application (Karl-Trummer et al., 2009; Holmes, 2012; Kellezi et al., 2021), and 
the belief that healthcare is inadequate because it does not address the socio-political causes of 
their illness (e.g., the discrimination and stigma surrounding their status as migrants, Kellezi et 
al., 2021). Existing research shows that migrants also often report feeling a lack of trust towards 
healthcare providers, and that their needs will not being taken seriously (Woodward et al., 
2013). Migrants who do attend GP appointments sometimes mention how this sense of distrust 
negatively affects healthcare interactions (something which healthcare providers themselves 
have been shown to pick up on during interactions: (Kellezi et al., 2021; Castañeda, 2008; 
Nijhawan, 2005).  
This distrust is partly informed by some migrants’ concern that their medical data are being 
used to decide on their immigration status, which then leads to service disengagement (Kellezi 
& Bosworth, 2016; 2017; Kellezi et al., 2021). Perceptions of stigmatisation (a common 
experience for many migrants) can also fuel distrust, and thus hamper successful service 





fraught interactions between migrants and service providers, feelings of mutual trust can be 
enhanced by ensuring that migrants have a say in how healthcare services are designed and 
delivered (Peterson et al., 2019).  
A greater awareness of migrants’ rights to healthcare, both among healthcare providers and 
migrants themselves, will help to ensure that migrants get access to the health services to which 
they are entitled, as well as allowing communities to help support migrant residents, and reduce 
migrant-related misinformation. Future research should seek to explore other ways to 
overcome misunderstandings between practitioners and service users, and this research should 
involve hearing the voices of migrants and other vulnerable populations. 
Even migrants who overcome these barriers and do attend GP surgeries are likely to 
experience obstacles to SP participation: again, language issues might prevent them from 
understanding what SP is, and why a GP might prescribe it instead of the medication or other 
health intervention they expected to receive. This could even make migrants feel 
misunderstood or ignored by people who are employed to support them, thus decreasing the 
likelihood of them seeking help in future. This again highlights the need for migrants to be 
involved in the design of healthcare provision (especially the design of SP interventions), so 
that potential misunderstandings can be minimised (Baker & Irving, 2016). 
These numerous obstacles to SP engagement are especially troubling because SP has such 
great potential to benefit migrants’ lives. The fact that SP involves addressing the social 
determinants of health by drawing on community resources means that it can address service 
users’ needs in a more holistic and bespoke manner than the traditional medical model (Mays 
et al., 2020), and social factors (e.g., loneliness, alienation) are likely to play a particularly 
influential role in determining migrants’ health. These positive effects of SP can be further 
enhanced if migrants eventually choose to volunteer for the community groups that they join 
through SP initiatives. This is because volunteering provides migrants with the opportunity to 
participate in community citizenship behaviours and is linked with the building of health-
enhancing social capital, support, and trust (Pilkington et al., 2012). This sense of trust is a 
valuable collective resource that is capable of reducing feelings of threat and uncertainty 
(Siegrist et al., 2005), and volunteering programmes for hard-to-reach populations, including 
migrant communities, have been shown to increase people’s feelings of trust in their local 
community (Bashir et al., 2013). Moreover, the sense of community belonging and shared 
community membership found to result from SP engagement (Wakefield, et al., 2019) is also 
helpful for enhancing feelings of trust and the belief that one will receive support from others 
during times of stress, which in turn benefits wellbeing (Jetten et al., 2012).  
However, consideration should be given to the ability of existing community groups to deal 
with increased demands created by SP referrals, and it should not be up to community groups 
to address migrants’ welfare needs, as these are the state’s responsibility. Moreover, it should 
be noted that the process of community engagement must be two-way: while migrants are 
likely to benefit from joining and engaging with local community groups, it is also important 
that the local community exhibits feelings of acceptance towards migrants. Migrant-related 
stigma has been voiced within many communities (e.g., Hynie, 2018), and stigma awareness 
could lead to migrants becoming unwilling to engage with community resources (e.g., 
Stevenson et al., 2014).  
 
 
8. Strengths and limitations 
 
The present work’s major strength is that it integrates the perspectives of multiple 
stakeholders, including people who work with migrants and people with lived experience of 





migrant-related organisations, which may have affected their perspectives (e.g., their opinions 
may be coloured by the organisation for which they work). Participants also self-selected to 
attend the discussion by registering online, and the discussion itself took place in a university: 
both factors may have discouraged numerous migrants from attending. Future work should 
remedy this by recruiting a more diverse range of migrants, including migrants who do not 
belong to migrant-related organisations, migrants with a wider range of migration and health 
service use experiences (including those who refuse to access services and those who 
successfully engage with the services), and migrants from a wider range of host countries 
(including countries which have varying socio-political attitudes towards migrants). Moreover, 
future research should take place in a location that is fully accessible and appropriate to all.   
 
 
9. Implications for practice and research 
 
SP is a potentially useful way to meet the needs of migrants, especially because its delivery 
can be used to address social problems that migrants commonly experience (e.g., loneliness 
and alienation), and which can negatively impact upon their health. In doing so, SP offers one 
method for supporting migrant community members in line with several of Community 
Psychology’s principles (e.g., the promotion of participation, community connection, well-
being, and empowerment; Orford, 1992). As such it has the potential to complement existing 
participatory initiatives which also help address the challenges faced by these community 
members, such as peer support and peer mentoring (Paloma et al., 2020), community based-
participatory action (Miranda et al., 2019), community volunteering and time-banking (Bashir 
et al., 2013; Timlon & Figueira, 2018), and collaborative community-based advocacy work 
(Rebelo et al., 2020) have all been shown to provide benefits to migrants. For example, in a 
study aimed at addressing powerlessness and vulnerability (Paloma et al., 2020), settled 
refugees were engaged as mentors for other refugees. Peer to peer support was first used to 
share migration narratives, then mentors progressed to offering peer mentoring to more recently 
arrived refugees. Over time, measures of mentor resilience and empowerment increased, and 
their transformative involvement in the refugee community continued after the intervention 
trial ended. Sourcing support workers within the migrant community itself satisfies the demand 
for significant investment in the community (Caxaj & Cohen, 2021). Fostering community 
empowerment in these ways may be particularly important where migrant groups have 
historically experienced inequalities of access to resources due to experiences of prejudice. In 
the case of the Roma in Spain (Miranda et al., 2019), a community based participatory action 
approach was used to gain an insider perspective on Roma perceived barriers to healthcare. 
The target population was consulted through a third party of university researchers which 
provided a buffer from any historical prejudices held by other stakeholders. Community based 
initiatives that follow these inclusive and respectful principles and methods are essential in 
building meaningful community bonds and social capital for migrants and their host 
communities (Esposito & Kellezi, 2020).  
An important gap in the current literature that needs to be filled to enhance SP for these 
populations is a lack of knowledge regarding how vulnerable groups that experience 
loneliness/isolation feel about joining community groups. Although a fully-formed SP 
intervention involves service users being supported to join such groups, previous research 
evaluating SP initiatives shows that, for some service users, the high levels of anxiety they 
experience surrounding the activity of meeting new people and joining new groups can be 
prohibitive (Kellezi et al., 2019b). In such cases, focused goal-setting work in one-to-one 
sessions with a Link Worker might be more appropriate. This highlights the need to ensure that 





specific needs and requirements, thus helping to maximise uptake and engagement.  (Kellezi 
et al., 2019b).  
Finally, the present study highlights how socio-political factors (e.g., stigma, discrimination, 
cultural differences, language barriers, concerns over immigration application status) affect 
migrants’ access to healthcare, as well as their satisfaction with the care they receive. Future 
healthcare interventions (as well as the research which evaluates them) must therefore address 
these factors and consider how the obstacles they create to healthcare access and engagement 
might be overcome. Moreover, as SP interventions are not designed to address the structural 
inequalities and injustices within communities which are at the root of many of the challenges 
faced by migrants, healthcare providers and researchers must also consider how to help 
empower migrants in ways that might help them tackle these larger issues (e.g., through 
collective action). Ultimately, while SP interventions can help migrants to forge the 
connections, they need in order to enhance their health, it is only though fundamental social 
change that they can remedy the deeply-rooted problems that pose the largest challenge to their 
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